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Abstract 

Background: Developing, implementing and evaluating worksite health promotion requires dealing with all 
stakeholders involved, such as employers, employees, occupational physicians, insurance companies, providers, 
labour unions and research and knowledge institutes. Although worksite health promotion is becoming more 
common, empirical research on ethical considerations of worksite health promotion is scarce. 

Methods: We explored the views of stakeholders involved in worksite health promotion in focus group discussions 
and we described the ethical considerations that result from differences between these views. The focus group 
discussions were organised per stakeholder group. Data were analysed according to the constant comparison 
method. 

Results: Our analyses show that although the definition of occupational health is the same for all stakeholders, 
namely 'being able to perform your job', there seem to be important differences in the views on what constitutes a 
risk factor to occupational health. According to the employees, risk factors to occupational health are prevailingly 
job-related. Labour unions agree with them, but other stakeholders, including the employer, particularly see 
employee-related issues such as lifestyle behaviour as risk factors to occupational health. The difference in definition 
of occupational health risk factors translates into the same categorisation of worksite health promotion; employee- 
related activities and work-related activities. The difference in conceptualisation of occupational health risk factors 
and worksite health promotion resonates in the way stakeholders understand 'responsibility' for lifestyle behaviour. 
Even though all stakeholders agree on whose responsibility lifestyle behaviour is, namely that of the employee, the 
meaning of 'responsibility' differs between employees, and employers. For employees, responsibility means 
autonomy, while for employers and other stakeholders, responsibility equals duty. This difference may in turn 
contribute to ambivalent relationships between stakeholders. 

Conclusion: All stakeholders, including employees, should be given a voice in developing, implementing and 
evaluating worksite health promotion. Moreover, since stakeholders agree on lifestyle being the responsibility of the 
employee, but disagree on what this responsibility means (duty versus autonomy), it is of utmost importance to 
examine the discourse of stakeholders. This way, ambivalence in relationships between stakeholders could be 
prevented. 
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Background 

Ethical considerations of worksite health promotion 

Worksite health promotion has become more common in 
Western countries over the past years. A paradigm shift 
from occupational health to employees' health contributed 
to this phenomenon [1]. Traditionally, the focus within 
the occupational setting used to be on reducing the harm 
of work (i.e. health protection), but nowadays, there are 
also more initiatives aimed at the promotion of health, e.g. 
lifestyle interventions [1]. Worksite health promotion is 
expected to occur even more often in the near future [2]. 
In addition, the WHO [2] has indicated the worksite is 
one of the priority settings for health promotion in the 
21 st century. The setting and social network of the 
worksite is considered to lead to a potential large reach 
of individuals, which results in high expectations of 
health promotion in the occupational setting [2,3]. 

The worksite seems to be considered as a rather trouble- 
free or even favourable domain for health promotion. 
However, the suitability of the worksite for health promo- 
tion can be disputed [4,5]. The worksite is, in fact, not pri- 
marily intended for promoting health, but for working and 
for earning a salary [5]. A complicating factor of worksite 
health promotion is the relationship between the employer 
and the employee. Worksite health promotion assumes 
a shared interest in employees' health, but employees 
have a dependency relationship with their employer; the 
employee depends on the employer with regard to aspects 
such as income. 

Exploring ethical considerations of worksite health 
promotion in literature 

Research on worksite health promotion is characterised by 
'its focus on individual outcome measures, such as cost 
per employee, behaviour change or disease incidence' [6], 
p77. This can be considered a narrow definition of occupa- 
tional health and it results in a research agenda that fo- 
cuses on employees as research subjects [6]. Employees' 
health needs and their perspective on occupational health 
-which could be considered part of a broad definition of 
occupational health-, are not taken into account. Although 
the current research agenda is valuable in itself, it also has 
limitations due to the top-down approach of occupational 
health. Consequently, research on ethical considerations 
of worksite health promotion is scarce. 

An example of an ethical consideration of worksite 
health promotion, found in literature, is conflicting loy- 
alties. To whom does the professional promoting occu- 
pational health owe their allegiance and loyalty; to the 
employer, to the employee or both? This issue poses 
possible moral dilemmas when organizational goals and 
agenda are in conflict with the health needs and goals of 
the employees [6,7]. Another consideration is the risk of 
blaming the victim, especially on lifestyle-related topics. 



The tendency of most efforts in the worksite is to focus 
on the individual rather than on the nature of work and 
the organization itself. This might be explained by the 'Just 
world hypothesis' [8], a theory from social psychology, 
according to which we tend to view the world as 'just': 
people get what they deserve. Responsibility for health 
and illness is assigned exclusively to the individual em- 
ployee. This would imply that worksite health promotion 
contributes to the individualization of organisational or 
collective problems and, as such, it may have an eroding 
impact on solidarity. Yet, individual behaviour is only one 
factor among others. 

Health and illness are complex, multifactorial matters 
[6,7,9]. Related to this hypothesis is the more general 
concern that health promotion leads to medicalization 
[10]. Health promotion is said to contribute to tendencies 
in modern society where more and more aspects of every- 
day life are articulated in terms of 'health' and 'illness' 
[11,12]. Furthermore a side effect of such tendencies may 
be that increased knowledge of risk factors erodes feelings 
of confidence in one's own health and instead increases 
feelings of insecurity. Another consideration is on vol- 
untariness. Participation in worksite health promotion 
is presented as a free choice, but autonomy may be 
compromised because of the aforementioned depend- 
ency employer-employee relationship and peer pressure 
[7,13,14]. A last consideration is posed by unintended 
consequences. For example, worksite health promotion 
programs aimed at screening for health risk factors, 
might contribute to job discrimination, although well 
intended by the professionals [7]. 

Stakeholders 

As the exploration of ethical considerations of worksite 
health promotion in literature demonstrates, there are dif- 
ferent stakes or interests in worksite health promotion. 
Health is not the only value involved, also autonomy, hav- 
ing work and equal chances at work play a role for ex- 
ample. Worksite health promotion involves a broad mix 
of stakeholders. Each stakeholder is involved in worksite 
health promotion in a different way. The Dutch situation 
is largely determined by the privatisation of the sickness 
absenteeism costs, competition and regulatory processes 
in the health care sector and the future shrinking size 
of the work force [15]. Also outside the Netherlands, 
worksite health promotion is a multidisciplinary domain, 
involving a broad range of stakeholders, resulting in 'a 
complex, poly- vocal approach' ([6], p77). 

Meershoek, Bartholomee and Horstman [15] identified - 
next to the employer and employee - the government, 
occupational physicians, insurance companies, research 
and knowledge institutes, intervention providers and 
labour unions to be involved as stakeholders in worksite 
health promotion in the Netherlands. Each stakeholder 
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is involved in worksite health promotion in a different 
way. For example, employers can have several reasons 
to promote their employees' health, such as cost-saving 
aspects (e.g. reducing sickness absenteeism), sustainable 
employability in the light of the ageing workforce, and 
good employment practice for company image building. 
With respect to the intervention providers, they com- 
mercially offer interventions and activities to employers 
and thereby derive their reason of existence. The em- 
ployees are the target group of worksite health promo- 
tion and supposed to participate in the intervention or 
services on offer. Although they are the target group, 
they generally lack voice in worksite health promotion 
[15]. Because these stakeholders are involved in differ- 
ent ways, they bring their own views and considerations 
to the matter of worksite health promotion. 

Objective 

Although worksite health promotion is becoming more 
common, to date, empirical research on ethical aspects 
of worksite health promotion is scarce. Therefore, this 
paper explores the views of several stakeholders involved 
in worksite health promotion. It furthermore describes the 
ethical considerations that result from differences between 
these views. 

Methods 

Study design 

To explore the views of stakeholders involved in worksite 
health promotion and to describe the ethical consider- 
ations that result from differences between these views, 
eight focus group discussions were organised (one for each 
stakeholder group). Focus group discussions are semi- 
structured discussions of 4 - 12 participants. The focus 
groups were moderated by the first author. Participants 
answered individually to the questions of the moderator, 
but were encouraged to talk and interact with each other, 
as group interaction encourages participants to explore 
shared and individual views [16,17]. This study was part of 
a large research project called 'Vitality In Practice', of 
which design and procedures have been approved by the 
medical ethics committee of the VU University Medical 
Center. This part of the research project did not need 
specific ethical approval. This qualitative study adheres to 
the RATS guidelines for reporting qualitative studies (see 
Additional file 1 for the RATS checklist). 

Setting 

The focus group discussions took place in central location, 
with an acceptable travelling distance for all participants 
throughout the Netherlands. Participants received no 
financial remuneration for their participation, but did 
receive a small present as a token of appreciation. Travel- 
ling expenses were remunerated. In addition to the focus 



group discussions, face-to-face interviews were held, 
when participants were not able to join the focus group 
discussions. 

Participant selection 

The focus groups were organised per stakeholder, instead 
of mixing the different stakeholders into groups, in order 
to avoid social desirable answers, influenced by possibly 
perceived hierarchy. Participants were sampled by means 
of stratified purposive sampling [18], which illustrates 
characteristics of particular subgroups of interest as this 
facilitates comparisons. Employees [EE] (n = 6) and em- 
ployers [ER] (n = 4) were selected from large (>250 em- 
ployees) and smaller organisations (<25 employees) and 
from two different sectors (industry and service). To 
represent the government [GO] (n = 3), policy advisors 
from both of the ministry of Health, Welfare and Sports 
and of the ministry of Social Affairs and Employment 
were selected. Research and knowledge institutes [RKI] 
(n = 5) were represented by senior and junior researchers 
active in the field of worksite health promotion of different 
institutes in the Netherlands. From different health insur- 
ance companies and income insurance companies [IC], 
staff officers and policy advisors (n = 4) were selected. Oc- 
cupational physicians [OP] (n = 9) who worked independ- 
ently, who worked in the same organisation as their 
clients (the employees) and who worked in an independ- 
ent occupational health service were selected. Providers 
[PR] (n = 6) of different types of worksite health promo- 
tion activities were selected, such as activities aimed at 
improving lifestyle (physical activity, diet, smoking, 
etc.), activities aimed at improving mental health, and 
(integral) health management programs. Furthermore, 
representatives of labour unions [LU] (n = 7) of different 
sectors, such as blue and white collar, and profit and 
non-profit were selected. 

Six of the eight focus groups consisted of four to nine 
participants. One focus group (insurance companies) con- 
sisted of only two participants as the other invitees re- 
ported to be sick at the moment of the focus group 
discussion. This focus group discussion was supplemented 
with two additional face-to-face interviews. One focus 
group (government) consisted of three participants, as one 
participant reported to have last minute other obligations. 
The three participants were all experts and the focus 
group was considered information rich, so that no add- 
itional face to face interviews were conducted for this 
stakeholder group. All participants signed informed 
consent before starting the interview. 

Data collection 

The data were collected between November 2011 and 
February 2013. The focus groups were moderated by the 
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first author [JvB]. The focus group discussion started with 
a short introduction of the study and signing informed 
consent forms. Next, the participants were asked to 
introduce themselves and their relation to worksite 
health promotion. All focus group discussions and add- 
itional face-to-face interviews were audio taped and 
transcribed verbatim. In addition, field notes were taken 
by a research assistant. Duration of the focus groups 
was about one hour and a half. The interview guide 
consisted of the following topics: 1) view on occupa- 
tional health, 2a) view on worksite health promotion, 
2b) view on stakeholders' own role in worksite health 
promotion, and 2c) view on other stakeholders' roles in 
worksite health promotion. The interview guide was 
pilot tested in a focus group discussion with master stu- 
dents in Health Sciences. For the additional face-to-face 
interviews, the same interview guide was used. 

Data analysis 

A content analysis was performed, according to the con- 
stant comparison method [19]. With this method, themes 
in views emerged inductively from the transcripts and di- 
lemmas based on differences between views emerged de- 
ductively through constant comparison. The first author 
[JvB] analysed all data. The first step was 'open coding'; 
relevant passages were selected and coded, with often de- 
scriptions used by the participants (i.e. 'descriptive codes') 
[20] . Next, emerging and overarching themes (i.e. 'analytic 
codes') were identified among the codes, which best char- 
acterised the data collected. Throughout the analysis 
process, the codes and themes were constantly compared 
to the rest of the data. The research team consisted of 
several investigators [JvB, AM, RJ, CB, KP, AvdB], who 
all reflected on the research process (investigator tri- 
angulation) and reviewed and explored scientific and 
organizational aspects of this study during meetings 
(peer debriefing). Data analysis performed by the first 
author [JvB] was discussed with the second author 
[AM], to warrant accuracy (confirmability). 

Results 

In our analysis, we distinguished the following themes; the 
definition of occupational health, occupational health risk 
factors, worksite health promotion, and responsibility. 

Definition of occupational health 

In defining occupational health, all participants agreed 
that what is at stake if we talk about occupational health is 
that employees are able to do their job. They emphasised 
that this does not imply that people can not have health 
problems: 

'Occupational health is that you are physically able to 
perform the activities at work that you should do and 



that you do not experience any difficulties because of 
your health in undertaking activities.' [EE1] 

'Occupational health is naturally not purely the 
absence of disease or defects. Someone can have one 
leg and still feel healthy and function well with only 
that one leg. To me, it means that there are no 
limitations that hinder functioning.' [PR2] 

Risk factors for occupational health 

Although the stakeholders all agreed on what occupa- 
tional health is, they differed in what they considered to 
be important risk factors to occupational health. There 
was a dichotomy in types of risk factors: job-related and 
employee-related. These risk factors were noted by all 
stakeholders, but the importance they ascribed to these 
two categories differed. 

Employees considered the job itself and working 
conditions as important risk factors for occupational 
health. 

'Because we work in a small company, well we have to 
produce a lot, and well that means that there is a lot 
of work that has to be done, and we are actually with 
too few people for the amount of work we have. High 
work pressure. And that is detrimental for your 
health.' [EE6] 

'Well on some train routes, then you have to walk 
through the train to check train tickets, but well if 
you are on that route all day long, your knees are 
really sore at night. That is really miserable.' [EE2] 

Labour unions indicated that, to them, working condi- 
tions, such as shift work (nightshirts), aggression (social 
safety), indoor climate and air quality, are the most im- 
portant risk factors to occupational health, because these 
are related to the worksite context. 

'Other aspects such as a healthy diet, enough 
physical activity, those are not specific only for 
occupational health, but for health in general. That is 
important for every citizen, not only for employees. 
Working conditions characterise occupational 
health.' [LU6] 

Occupational physicians also indicated the importance 
of work characteristics and working conditions for occu- 
pational health and put them first. 

'It should be the worksite first, that should be healthy, 
and you should not make an employee with a high 
workload work even harder.' [OP8] 
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Yet, they felt working conditions are not as a big a risk 
as they once were. 

'Of course we want it [occupational health] to be 
better and better, but if we compare it to forty years 
ago, the working conditions are not merely as hard 
now as they were back then.' [OP2] 

Consequently, they also considered other risk factors 
to occupational health, such as mental health problems 
and sustainable employability. 

'Next to the physical things, there is also the mental 
side, that is just as important. If you look at why 
employees retire early, it is because they do not feel 
like it anymore, they are done with it. And not 
because they are not physically able anymore, but they 
are mentally worn out.' [OP6] 

The employers also considered some aspects of work 
and working conditions as a risk for occupational health, 
such as unsafe working conditions, and calamities, but 
also considered employee related issues such as lifestyle 
behaviours to be important risk factors. 

'An employee comes here with his capacities. The 
employee hires his capacities to us and if those 
capacities become 50% less because of the employee's 
lifestyle, well then we have a problem with that as 
employer.' [ER1] 

Lifestyle behaviour was a broad definition in the opin- 
ion of the employers. It comprised dietary behaviour 
and physical activity, in a general sense, but for some 
employers also on a more detailed level, such as the 
choice of sports in case of sports injuries and leisure 
activities, such as going out drinking alcohol or using 
drugs. When it may influence productivity, it can be 
considered a matter of the employer. The employers 
argued that this is implied in the labour contract. 

'When you sign a contract, and you start working at 
our company, then you sign to do your work in 
optimal health and vitality. That's what you get paid 
for. [...] No, that is not literally mentioned of 
course.' [ER1] 

'We do not accept that someone comes to work, 
bouncing under the influence of drugs [...] and of 
course we do accept that someone plays soccer in his 
spare time, but if that someone gets a soccer injury 
for the third time, well then it is time to address that. 
Like: say, is playing soccer really the sport for you? 
[...] When that someone persists on playing soccer 



and getting injured, and each time you can not work 
for three to four weeks and work performance suffers 
from it. Well then, eventually, it is time to say 
goodbye to that employee.' [ER2] 

Other stakeholders [RKI, GO, PR, IC] also noticed 
both job-related and employee-related risk factors, but 
they approach these risk factors more theoretically and 
impersonally, using terms as 'environment' and 'behav- 
ioural determinants'. Health risk factors, which are expli- 
cit and 'experienced' in daily life by employers and 
definitely by employees, become abstract risk factors in 
this theoretical vocabulary. In addition, the government 
also considers another category of risk or difficulty in 
occupational health; namely the socio-economic status 
(SES) of the employee, as for the lower SES employees 
'their view on health and life experiences do not match 
our approach of occupational health' [G02]. In other 
words, according to this respondent, the socio-economic 
status influences the perceptions on health, making them 
less receptive for healthy lifestyle interventions. In explain- 
ing the influence of lower SES this way, the respondent 
reduces the structural factor of SES in a lifestyle issue. 

Worksite health promotion 

The differences in what stakeholders considered to be im- 
portant risk factors for occupational health, translated into 
what they consider to be potentially effective worksite 
health promotion activities. In the view of employees, ex- 
amples of worksite health promotion are: 'getting time off 
when it is convenient for me' [EE1; EE5; EE6] or 'vacation 
when I need it' [EE3], design of a healthy working environ- 
ment (for instance 'the dead man's switch in locomotives' 
[EE3] or 'working secured inside a wind mill' [EE2], man- 
agement's planning of personnel to fulfil tasks [EE5; EE6] 
and mental guidance after disasters or other calamities 
[EE3; EE4]. The relationship between time off and occu- 
pational health was emphasised by employees. Labour 
unions considered 'dialogue' and 'sustainable labour re- 
lationships' important strategies to tackle job-related 
occupational health risk factors. 

Other stakeholders primarily report strategies of 
worksite health promotion, aimed at employee related 
occupational health risk factors, for example: 'inform 
and facilitate informed choice' [OP], 'seduce' [OP], 'goal 
setting' [OP], 'integrated health management' [PR], 'sus- 
tainable employability and vitality interventions' [RKI], 
'vitality check' [ER], 'in-company fitness or fitness with 
reduced fee' [ER; PR] and 'environmental change' [GO]. 
In addition, also worksite health promotion activities in 
work processes are mentioned, such as 'rotation of 
tasks' [OP] 'efficiency of work processes' [PR], 'training 
in lifting techniques' [PR]. Employees report that for 
instance fitness with a reduced fee are considered 'a nice 
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extra feature' [EE3; EE5], but to their opinion does not 
tackle major issues in occupational health. The labour 
unions state that worksite health promotion activities as 
it is defined by the other stakeholders is "the icing on the 
cake" [LU4]. The cake represents the working conditions, 
and the icing represents in-company fitness and other 
worksite health promotion activities. "First the cake should 
be ready. Then it is time to add the icing" [LU3]. 

Some stakeholders, who are not directly involved in 
the worksite, give examples of worksite health promotion 
activities on a more abstract theoretical level, with terms 
as 'evidence-based interventions' [RKI; IC], 'behavioural 
change' [RKI;GO], 'physical and social environment' [RKI; 
GO; PR] and 'effects' [RKI; IC; GO; PR]. Those stake- 
holders link worksite health promotion activities to out- 
comes such as 'productivity' [PR; RKI], 'burden of losses 
control' [IC]. Again, in this vocabulary worksite health 
promotion is abstracted from every day experiences. 

Responsibility 

'Employees' own responsibility'. Employees own responsi- 
bility for occupational health is key to all stakeholders, but 
how they interpret 'responsibility' differs between stake- 
holders. In employees, two elements can be distinguished 
in their view on their own responsibility for lifestyle. 
Firstly, lifestyle to them is "very personal", which means 
that they do not owe any justification to employers for 
their lifestyle. To them, 'their own responsibility' equals 
autonomy. Yet, this notion is also differentiated by em- 
ployees when work performance and safety are affected by 
lifestyle. They indicate that employees should 'take respon- 
sibility' for lifestyle behaviours when the results of these 
behaviours interfere with their functioning at work ('if you 
weigh 130 kilos and you have to climb up and down 
ladders for your job, then you should do something 
about that' [EE2]) or with safety ("Colleagues of mine 
had to work in Groningen for a couple of days and they 
stayed in a hotel. They drank so much that they weren't 
able to do a responsible job in the morning" [EE1]). 

Secondly, although they feel that lifestyle is their own 
free choice, they also think that the choices they make 
are influenced by other factors, such as work. Working 
conditions, for instance working schedules and night 
shifts force them into certain lifestyle choices. In addition, 
they consider for instance (genetic) 'predisposition' or 
"disease" to play a role for body weight, and personal 
preference and enjoyability to play a role in case of sports 
('Not everybody like sports' [EE3]). They therefore feel 
that that employers can not 'demand' from employees to 
do something about lifestyle, employers can only 'guide' 
employees in these matters, as 'not everyone can help 
it' [EE3]. 

Regarding lifestyle, there is one aspect that they con- 
sider to be their responsibility, namely to be well rested 



for work ("take enough rest"), in order to be able to per- 
form. Mental health, another aspect of occupational 
health, is considered to be more of a responsibility of 
the employer ("I think responsibility for mental health 
is seventy percent employer and thirty percent em- 
ployee" [EE4]), because work pressure as applied by the 
employer is seen as a considerable risk factor for mental 
health problems. 

Employers consider lifestyle to be the responsibility of 
the employee; 'All those BRAVO (i.e. lifestyle behaviour) 
themes, that is 100% responsibility of the employee' 
[ER2]) and they consider it a duty of the employee to 
'take his responsibility'. From the perspective that re- 
sponsibility equals duty, 'responsibility' is also a target to 
address the employee. In other words; to the opinion of 
the employer, employees can be held accountable for 
their lifestyle behaviour and owe justification to the 
employer. 

'We have a policy on employability. That assumes of 
course the responsibilities of the employer, but 
certainly also of the employee. We do expect of the 
employees to do everything they can in order to be as 
employable as possible.' [ER3] 

Employers' responsibility. Stakeholders generally con- 
sider it the responsibility of the employer to provide a 
healthy working environment, as they are required by 
law. 

'The employer should take care of a healthy working 
environment. According to the law, you should make 
sure that it is safe to work. What you do on top of 
that, is extra.' [ER1] 

As mentioned above, employees consider mental health 
a shared responsibility, with more responsibility of the 
employer than of the employee (see employees' respon- 
sibility). Employers feel responsible for preventing men- 
tal health problems; 

'It is not so much the fact that employees become 
mentally ill, but the fact that we did not see it 
coming.' [ER2]. 

Employers of large organisations have more attention 
for worksite health promotion than employers of smaller 
organisations. Insurance companies notice that employers 
of smaller organisations do often not have knowledge 
on human resource management or health management 
and their aims can be considered short-term. Their 
health aims often are more curative than preventive. 
Employers of larger organisations often issue their own 
policies, and have more often a long-term vision on 
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occupational health. In larger organisations, preventive 
measures are more incorporated. 

'Smaller companies, we see that in our research, they 
focus much more on the short-term. They really do 
not engage in long-term health management, but they 
want to keep their personnel working. They want fast 
solutions, it is all ad-hoc. Smaller companies benefit 
from low-hanging fruit, from quick-wins, whereas the 
larger companies, they have their own policy. Often 
they also do the acquisition of care themselves. Larger 
companies are a) more interested in knowledge 
transfer such as health management conferences and 
b) they see us as sort of provider.' [IC4] 

Other stakeholders responsibilities. There seems to be 
a discrepancy between what stakeholders do (or think 
they do) in worksite health promotion, and what they 
potentially could do, in the eyes of other stakeholders. 
This is particularly the case for occupational physicians 
and labour unions. 

Occupational physicians mainly deal with worksite 
health promotion, as part of sickness absenteeism attend- 
ance, which is mainly 'at the back end of the channel' 
[OP8]. Many stakeholders, such as government, insurance 
companies, and research and knowledge institutes, think 
occupational physicians have too little focus on health 
promotion and prevention, and see opportunities for 
occupational physicians to play a larger role. 

'I think occupational physicians, at least at this 
moment, play a marginal role in worksite health 
promotion. Because they are educated to guide 
sickness absence and to re-integrate employees back 
to work, while worksite health promotion is 
behavioural and environmental change. They are not 
trained and educated to do that, and they are not 
taken seriously by employers or human resource 
management as a party in these matters.' [RKI2] 



'When the commercial occupational health and safety 
services were founded, we saw that they all aimed to 
reduce sickness absenteeism. It resulted in, well, 
halving the numbers of sickness absenteeism. Thus, 
the occupational health and safety services have done 
an excellent job. However, they have not succeeded in 
positioning themselves as a service provider in the 
area of sustainable employability and worksite health 
promotion. Everyone is undertaking attempts but 
what we see when we look at the numbers, is that 
turnover is declining year after year. None of the 
services have been able to follow the trends.' [IC2] 



Labour unions see 'negotiating' and 'mediating' on 
different levels (sector, collectively, individually) be- 
tween employers and employees as their responsibility 
in worksite health promotion. However, both em- 
ployers and employees mention that worksite health 
promotion is not a topic that is normally addressed 
with labour unions, although it seems to differ between 
different unions. Also other stakeholders, such as re- 
search and knowledge institutes, consider that labour 
unions could do more as 'interlocutor' for worksite 
health promotion. 

'I'm a member of the XXX union, and we never really 
talk about worksite health promotion, no.' [EE4] 

'I think that the unions could potentially play a very 
important role in worksite health promotion, and you 
see that there is a shift going on. Until now, they were 
the big absentee in these matters. Why? Because they 
held on to the traditional occupational health risk 
factors, they argued that employers should focus on 
that first.' [RKI2] 

Ambivalent relationships between stakeholders 

Stakeholders have different perspectives on reciprocal 
responsibilities, which in practice leads to ambivalent 
relationships between stakeholders. Ambivalence in its 
turn may contribute to distrust. According to the stake- 
holders, differences in views on worksite health promo- 
tion lead to an ambivalent relationship between employer 
and employee in the practical context of the worksite, and 
in addition, employees indicate they do not trust other 
stakeholders who are -in their view- on the side of the 
employer, such as the occupational physician. 

'We have a special functionary for this [human 
resources management], but well, yes he is very close 
to the management. It is more of a staff position. So, 
well, yes, how trustworthy is such a person? And we 
also have an occupational physician, but how 
trustworthy is he in this kind of matter?' [EE5] 

The employers reasons to engage in worksite health 
promotion were questioned, but also the type of work- 
site health promotion was questioned. 

'I often find the employer very short-sighted. They 
often only look at their own interests. For instance, 
our manager is a very fanatic sportsman, a real 
health freak. So he thinks that other people will do it 
as well when he says so, but that is not the way it 
works of course.' [EE3] 'No, not everyone likes 
sports.' [EE1] 
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Employers indicated they notice the ambivalence in the 
relationship with their employees. They think there are no 
grounds for distrust against them. 

'It startled me that there is such a distrust. I think, we 
surely try to communicate openly and transparently 
which each other, and for heaven sake, why should 
one possibly think it [information about health] would 
be used against you? So, that has surprised me and 
then raises the question, yes well how far should you 
go in interfering in the personal life of your 
personnel.' [ER2] 

The ambivalent employer-employee relationship is 
signalised by the labour unions. According to the labour 
unions, 'employers tend to individualise the problem, 
and lack a collective, integrated approach', although it 
is seen as 'a collective matter' by the labour unions, 
and 'employees resist against such an individualised 
approach' [LU5]. 

In addition, there is also ambivalent relationship be- 
tween employers and labour unions. 

'I recognise the 'dugging heels in the sand' [of 
employees] at your company, so to say 'what 
business is that of yours'?' [ER2] 'Yes, certainly in 
the beginning yes. And it is on all levels, and the 
labour unions do not help, because they are very 
suspicious in these matters [worksite health 
promotion].' [ER1] 

'Employers expect healthy lifestyle of employees and 
expect help from us [LU], but this clashes as we feel 
employers should take care of working conditions 
first.' [LU7] 

Ambivalent relationships are also signalised by the 
research and knowledge institutes. 

'The employee often says: the occupational 
physician is hired by the employer. [...] I have had 
interviews with employees and they said that they 
did not want the occupational physician to know 
about it [health issues]. There really is such a 
distrust.' [RKI4] 

Discussion 

In this paper, we aimed to explore the views of stake- 
holders involved in worksite health promotion and their 
ethical considerations by conducting focus group discus- 
sions, and analysing these through constant comparison. 

To date, and to the best of our knowledge, this is the 
first study exploring the views of stakeholders of work- 
site health promotion to identify ethical considerations. 



Previous studies have investigated ethical considerations 
of prevention or health promotion in general (e.g. [13]. 
However, the stakeholders, and particularly the depend- 
ency relationship between employer and employee leads 
to the fact that worksite health promotion is not well com- 
parable to health promotion in general. Robroek and col- 
leagues [3] established that ethical considerations can play 
a role in employees' decision whether or not to participate 
in worksite health promotion, but they did not consider 
the views of other stakeholders. With providing insight in 
stakeholders' perceptions, our study gives a more empir- 
ical exemplification of the theoretical reflections on ethical 
aspects of worksite health promotion other studies give. 
Another strength of our study lies in the richness of ex- 
periences as expressed by our participants. Working 
with a limited number of participants enabled us to 
examine their responses in depth. Due to limited num- 
ber of respondents, we supposedly have not covered all 
potential ethical considerations. Yet, we did reveal rele- 
vant ones. A limitation of this study is that we may have 
not interviewed all parties involved in worksite health 
promotion. For example, the occupational health care 
system in the Netherlands comprises more health pro- 
fessionals than occupational physicians. 

Although we investigated worksite health promotion 
only in the Dutch context, the multi-disciplinarity of the 
field of worksite health promotion involving several 
stakeholders, is more universal [6,21,22]. We can there- 
fore assume that similar ethical considerations exist in 
other countries. 

Our analyses showed that although the definition of 
occupational health is the same for all stakeholders, 
namely 'being able to perform your job', there seems to 
be some difference in the views on risk factors for occu- 
pational health. This difference can be translated into a 
dichotomy of job-related and employee-related health 
risk factors. According to the employees, occupational 
health risk factors are prevailingly job-related. Labour 
unions agree with them, but other stakeholders, includ- 
ing the employer, particularly see employee-related risk 
factors, such as lifestyle behaviours. The differences in 
definition of occupational health risk factors translates 
roughly into a comparable dichotomy of job-related and 
employee-related worksite health promotion activities. 
This difference in conceptualisation indicates that work- 
site health promotion is generally not employee-driven. 
This finding is supported by Meershoek et al. [15] as they 
concluded that employees lack voice in worksite health 
promotion. 

The difference in conceptualisation of occupational 
health risk factors and worksite health promotion also res- 
onates in the way stakeholders understand 'responsibility'. 
Even though all stakeholders agree on whose responsibility 
healthy behaviour is, namely that of the employee, the 
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meaning of 'responsibility' differs between employees, 
and employers. For employees, responsibility means au- 
tonomy, while for employers and other stakeholders, re- 
sponsibility equals duty. Previous studies have found 
autonomy to play a role in ethical considerations of 
worksite health promotion along the lines of voluntari- 
ness to participate in a worksite health promotion activ- 
ity [7,9,13,14]. We can wonder whether this emphasis 
on voluntariness does not become an empty letter, if re- 
sponsibility is understood as a duty. The conceptualisa- 
tion of responsibility as duty, furthermore enlarges the 
risk of 'blaming the victim' [6,7,9]. Responsibility con- 
ceptualised as duty is based on the assumption that oc- 
cupational health is individual and amendable, thereby 
ignoring the multifactorial composition of occupational 
health. 

The difference in conceptualisation of responsibility may 
contribute to mutual distrust between stakeholders. The 
employers' expectation that signing a labour contract im- 
plies that employees have a duty to care for their health 
can namely be seen as a so-called 'psychological contract' 
[23]. This demands a match in reciprocal beliefs about 
what the other parties' responsibilities and duties are. Mis- 
matches in reciprocal beliefs, especially on responsibility, 
may contribute to a mutual distrust, which we found 
between employer and employee, between employer 
and labour unions, and between employee and occupa- 
tional physician. The perception of conflicting loyalties 
[6,7] adds to ambivalence in relationships. This is a 
major issue, as the employer-employee relationship is a 
key element in worksite health promotion. This is even 
more the case in smaller organisations, where due to 
the shorter lines, the employer-employee relationship is 
of even greater influence. 

Implications for research and practice 

Developing, implementing and evaluating worksite health 
promotion requires dealing with all stakeholders in- 
volved, and consequently with their views and ethical 
considerations. Assuming that professionals in the field 
of worksite health promotion are usually not profoundly 
trained in ethics, we recommend for professionals in both 
research and practice to consider the following implica- 
tions of our study. 

Firstly, all stakeholders, including employees, should 
be given a voice in developing, implementing and evalu- 
ating worksite health promotion. Secondly, since stake- 
holders agree on lifestyle being the responsibility of the 
employee, but disagree on what this responsibility means 
(duty versus autonomy), it is of utmost importance to 
examine the discourse of your stakeholders. This way, 
ambivalence in relationships between stakeholders could 
be prevented. 



Conclusion 

This difference in conceptualisation of occupational 
health risk factors and worksite health promotion reso- 
nates in the way stakeholders understand 'responsibility' 
for lifestyle behaviour. Even though all stakeholders agree 
on whose responsibility lifestyle behaviour is, namely that 
of the employee, the meaning of 'responsibility' differs 
between employees, and employers. For employees, re- 
sponsibility means autonomy, while for employers and 
other stakeholders, responsibility equals duty. This dif- 
ference may in turn contribute to ambivalent relation- 
ships between stakeholders. 

Additional file 



Additional file 1: RATS checklist. 



Competing interests 

The authors declare that they have no competing interests. 
Authors' contributions 

All authors contributed to the conceptual design of the study and 
intellectual input into the design of this paper. JvB performed data 
collection, and analysed the data together with AM. JvB drafted the 
manuscript. MJPAJ, CRLB KIP, and AJvdB provided support during the data 
collection and reflected on the research process. All authors contributed to 
the further writing of the manuscript. All authors read and approved the 
final manuscript. 

Acknowledgements 

The authors wish to thank Guy Widdershoven for his internal review of this 
manuscript. Further, the authors wish to thank Rosan Oostveen for her 
assistance in the data collection. 

This project is part of a research intervention "Vitality In Practice", which is 
financed by Fonds Nuts Ohra (Nuts Ohra Foundation). 

Author details 

'Department of Public and Occupational Health - EMGO Institute for Health 
and Care Research, VU University Medical Center, Amsterdam, The 
Netherlands. 2 Body@Work, Research Center on Physical Activity, Work and 
Health, TNO-VU University Medical Centre, Amsterdam, The Netherlands, 
department of Health, Ethics and Society, University Maastricht, Maastricht, 
The Netherlands. 'VU University medical center, Department of Medical 
Humanities, EMGO Institute for Health and Care Research, Amsterdam, The 
Netherlands. 

Received: 16 February 2014 Accepted: 8 May 2014 
Published: 16 May 2014 

References 

1. Macdonald EB, Sanati KA: Occupational health services now and in the 
future: the need for a paradigm shift. J Occup Environ Med 2010, 

52(1 2):1 273-1 277. 

2. WHO: Mental health and well-being at the workplace - protection and 
inclusion in challenging times. Copenhagen: World Health Organisation 
Regional Office for Europe; 2010. 

3. Robroek SJ, van de Vathorst S, Hilhorst MT, Burdorf A: Moral issues in 
workplace health promotion. Int Arch Occup Environ Health 2012, 
85(3)327-331. 

4. Horstman K: Dikke kinderen, uitgebluste werknemers en vreemde virussen. 
Filosofie van de publieke gezondheidszorg in de 21 e eeuw. [Eat children, worn 
out employees and strange viruses. Philosophy of public health in the 21st 
century]. Inaugurele rede ed. Maastricht: Oce Business Services; 2010. 

5. Melse JM, van den Berg M: Ethische aspecten van preventie in verschillende 
settings [Ethical aspects of prevention in different settings], www 
nationaalkompas nl 2009 Volksgezondheid Toekomst Verkenning, Nationaal 



van Berkel et al. BMC Public Health 2014, 14:458 
http://www.biomedcentral.com/1471-2458/14/458 



Page 10 of 10 



Kompas Volksgezondheid.Available from: URL: http://www.nationaalkompas. 

nl/preventie/thema-s/ethische-aspecten-van-preventie/ethische-aspecten- 

van-preventie-in-verschillende-settings/. 

6. Allender S, Colquhoun D, Kelly P: Competing discourses of workplace 
health. Health (London) 2006, 10(1):75-93. 

7. Allegrante JP, Sloan RP: Ethical dilemmas in workplace health promotion. 
Prev Med 1986, 15(3)313-320, 

8. Lerner MJ: The desire for justice and reactions to victims. In Altruism and 
helping behaviour. Edited by Macauly J, Berkowitz L. New York: Academic 
Press: 1970:205-229. 

9. Zoller HM: WORKING OUT Managerialism in Workplace Health 
Promotion. Manag Commun 0 2003, 1 7(2):1 71 -205. 

10. Zola I: Medicine as an institution of social control. Sociol Rev 1972, 
20:487-504. 

1 1. Ayo N: Understanding health promotion in a neoliberal climate and the 
making of health conscious citizens. Crit Public Health 2012, 22(1 ):99-l 05. 

1 2. Verweij MF: Medicalisation as a moral problem for preventive medicine. 
Bioethics 1999, 13(2):89-113. 

1 3. Ten Have M, van der Heide A, Mackenbach JP, de Beaufort I: An ethical 
framework for the prevention of overweight and obesity: a tool for 
thinking through a programme's ethical aspects. Eur J Public Health 2013, 
23(2)299-305. 

14. Schulte PA, Wagner GR, Ostry A, Blanciforti LA, Cutlip RG, Krajnak KM, Luster 
M, Munson AE, O'Callaghan JP, Parks CG, Simeonova PP, Miller DB: Work, 
obesity, and occupational safety and health. Am J Public Health 2007, 
97(3):428-436. 

1 5. Meershoek A, Bartholomee Y, Horstman K: Vitaal en bevlogen: De 
economisering van de gezondheid van werknemers. B&M 2010, 
37(3)232-245. 

1 6. Green J, Thorogood N: Qualitative methods for health research. London: 
Sage: 2004. 

17. Tong A, Sainsbury P, Craig J: Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. 

IntJQual Health Care 2007, 19(6)349-357. 

18. Patton M: Designing qualitative studies. In Qualitative evaluation and 
research methods. Edited by Patton M. Beverly Hills, CA: Sage: 1990:169-186. 

19. Pope C, Ziebland S, Mays N: Qualitative research in health care. Analysing 
qualitative data. BMJ 2000, 320(7227): 1 14-1 16. 

20. Ritchie J, Lewis J: Qualitative Research Practice. A guide for social science 
students and researchers. London: Sage: 2003. 

21 . Burton J: WHO Healthy Workplace Framework and Model: Background and 
Supporting Literature and Practices. Geneva: WHO; 2010. Available from: URL: 
http7/www.who.int/occupational_health/healthy_workplace_framework.pdf. 

22. European Agency for Safety and Health at Work: Motivation for employers to 
carry out workplace health promotion. Literature review. Luxembourg: 
Publications Office of the European Union. London: Sage; 2012. 

23. Weehuizen RM: Mental Capital. The economic significance of mental health. 
Maastricht: Universitaire Pers Maastricht (UPM); 2008. 



doi:10.1 186/1471-2458-14-458 

Cite this article as: van Berkel ef al:. Ethical considerations of worksite 
health promotion: an exploration of stakeholders' views. BMC Public 
Health 2014 14:458. 



Submit your next manuscript to BioMed Central 
and take full advantage of: 

• Convenient online submission 

• Thorough peer review 

• No space constraints or color figure charges 

• Immediate publication on acceptance 

• Inclusion in PubMed, CAS, Scopus and Google Scholar 

• Research which is freely available for redistribution 



Submit your manuscript at /^'\ n! _, ul _-| r Q r,tr=l 

www.biomedcentral.com/submit ammBa central 



V 



